MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH E63-024581

DEPARTMENT OF PUDLIC HEALTH AND WELFARE 408

STATE FILE NI
DO NOF FRITE - AMENDED Repistration District No. -__..._/_%——Z.__Prsmury Registeation District No. /d f——--___llegl:trnr's No. FILE NUMBER

1. PLACE OF DE 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

~ .. . COUNTY . .
ﬁ:vs 3(/)29 8 Jackson a. STATE Mo. b. COUNTY Jackson

b. CI'I;Y (If outside corporate limirs, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits

10WN Kansas City 42 yYrs. TowN Kensae City Yes @ No DD

. FULL NAME OF j F i i Inside Limi . , Qive.
< ?HJ;FITAL 02 IFB éb%‘pﬁw?’ location) n_!l & Limits d :gb%iEET {|f cutaide, give.location) Reside on Farm
INSTITUTION 5 Yesfl No O ss3611 Wabash Yes O No R

3. NAME OF DECEASED First i " Last 4. DATE Day Year

{Type or print) OF
Della Saulsbery pEATH 6 1k 1963
5. SEX 6. COLOR OR RACE 7. Martied [1  Never Married [, (8. DATE OF BIRTH 9. AGE (lest birthday} | IF UNDER | YEAR IF UNDER 24 HR
‘Widowed ‘B ed Months | Days Hours Min.
Female Negro idowed 1 ivore o

' 2-15-1888, 15

-
10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF :BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

duri st of king life, if retired
e e WALk e e House work Shreveport, la. USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Unknown Comelis Ross J. W. Saulsbery
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, ﬁ unknown}| (If yes, give war or dates of servi

None Lillie Miller 3611 Wabash K. D. Mo.

18. CAUSE OF DEATH (Enter only one cause per lins S INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET ANDC DEATH

IMMEDIATE CAUSE (2] _Acu.te__c.mg.es.tile_ﬂaarj__ﬁallurﬁ

Conditions, if any,7  OUETo @ Hypertensive Cardiovascular Digease .

which gave rise to .
above cause (a),
stating the under-
lying cayse last DUE TO (<)

PART 1I. OTHER 5|GNIF|CAN! CONDITIONS CONTRIBUTING TO DEATH but not relsted 1o the terminsl PART 1Il. if decsassd was fomals  was
disesse condition given in PART | (a) theta a pregrancy in last 90 days.

admission)

DATE AMENDED

DOCUMENT

~

ON

I O Yes O No l 0 Unknawn '

9. WAS AUTOPSY | 20s. ACCIDENT SUICIDE- - HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART it of item 18.)
PERFORMED? O .0 ] - -
YESO NOO3 . w -

.

#c. TIME OF ol :Month, Day, Yeor | _ E
- INJURY a.m, \
p.m.

) 20d. INJURY OCCURRED . 20e. PLACE OF INJURY [e.g., in or about:home, ['20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [J faren, factory, street, office bidg., ei.)’ .
NOT WHII.E AT WORK D

- her ..
21; ) sttended the deceased frw.__Mage.h_B,,J.Qﬁg_, M_Junﬂ..li’_lg-ﬁund last saw pin, elive on_nlunﬂ_li.. 1953___.___

. Death occurred ot * MO_B'M‘_HJ on the date stated above, and to-the bett of my knowledge, from the causes stoted.

r 22b. ADDRESS : 23. DATE SIGNED
A. Lﬁﬁ' %@r . 2204 E. 18th St. 6-17, 19

73b: DATE 3’ NAME OF CEMETERY OR CREMATORY 23d LOCATION (City, town, of county) [State) [+ 2]

6-19-63 4 Mt. St. Marys Cemete K. C. Mo.

24, FUNERAL D1REC';'OR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. R RAR'S SIGNATURE f
Jones & Stevens 2315 Limvood, K.C.Mo e=/7- 63 /azé /4 —v—"ﬁ-

(Licansad Emh.lmar‘n Staternent on Revarse Slde)

-AMENDMENTS+ON THIS RECORD ARE AS FOLLOWS
E INSTEAD OF

T MEDICAL CERTIFICATI

, m

USE BLACK INK

TYPEWRITER RIBBON, °
SHOULD READ
orge H

BY AFFIDAVIT OF
U

“ITEM NO.




this certificate was embalmed b r:ne,.

or by. : ‘Student Embalmer No.

working under my personal su

/
Student______- . .' ] _ Signe® / l "L i
A

Signatyfe of Student Embafmer

Licensed Emba!mer No.
P. O. Addregs.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN ‘HA
with the above constitytes. grounds for revocation .of. I|cense) : -5

if embalmed by a STUDENT, he also shall- sign”in his. OWN handwrmng

If this body is not embalmed fac’r should be so staied above “ N3

&




